Spinal neurofibromas are uncommon, accounting for 3% of all spinal cord tumors. 1) They may occur as either sporadic lesions or multiple lesions. A diagnosis of the latter is relatively easy due to its association with neurofibromatosis. 2) However, a solitary lesion is more difficult to differentiate from other solitary spinal cord tumors, especially schwannoma.
3) Although a biopsy is necessary to make the final diagnosis of spinal tumor, early diagnosis of spinal tumor is not difficult due to the affected area having characteristic clinical features on magnetic resonance imaging (MRI). To date, there has only been one case describing spinal neurofibroma on a long segment in the literature; 4) however, in that report the diagnosis was not difficult because it has characteristic features of nerve sheath tumor (i.e., adjacent bone remodeling and dumbbell-shape).
Herein, we report a case of solitary neurofibroma that had initially been suspected as parasite infestation, myxopapillary ependymoma hemorrhage, arachnoiditis, and vascular malformations, due to its long and grotesque shape. 1 ). Post-myelographic computed tomography demonstrated that the lesion had multiple, continuous, and well-defined boundary filling defects in the dural sac, from the T11 level to the L3-4 levels ( Total mass excision was achieved, and the mass was measured to be 1.0×1.5×14 cm in size and 10 gm in weight (Fig. 4) . Both ELISA for parasites and pathology for malignant cell in the cerebrospinal fluid were negative. Histological findings using
Hematoxylin and eosin stain (Fig. 5) , specimen are constructed with proliferation of spindle cells with wavy nuclei, and it has intra-tumoral infiltration of lymphocyte, and there are no signs of neurogenic sarcoma. Using S-100 stain the result shows possibility of cellular neurofibroma. Post-operatively, back pain and radiating pain were greatly improved. There were no signs of remnant or local recurrence of tumor on a 1-year follow-up MRI (Fig. 6 ).
Discussion
According to the serial MRI data, the lesion was serpentine or rosary in shape and grew or moved caudally. We initially suspected parasite infestation, spinal cord tumor (especially myxopapillary type ependymoma with hemorrhage), arachnoiditis, or vascular malformations. All of the above diseases occur for a long time and manifest nonspecific symptoms and difficult to differentiate radiologically. Therefore we should effort to get more detailed medical history, family history, diet, physical examination, blood test, more specific radiological examination. Initially, the lesion looked like a parasite infestation morphologically, particularly sparganum.
Sparganosis is detected more frequently in eastern Asia than in other areas. as plexiform or diffuse type has been previously reported in many cases, to the best of our knowledge, the localized type has only been reported in one case to date. 4) However, since erosion of adjacent bony structure occurred, diagnosis was not difficult. In the present case, erosion was absent, which delayed the final diagnosis.
Although parasite infestation, spinal cord tumor, arachnoiditis, and venous malformations are very rare conditions, clinical features were nonspecific and similar to degenerative spinal diseases, including spinal stenosis and disc herniation. These diseases may be easily overlooked by physicians. In cases with a long duration of symptoms and a complex clinical history, these aforementioned diseases should be considered.
